A 35-year-old Indonesian woman who had been staying in Japan for 3 months presented to our hospital with a 2-week history of upper abdominal pain, nausea, anorexia and fatigue. She had taken an antiemetic and an antimicrobial (lincomycin) prescribed at a local clinic based on a suspected diagnosis of gastritis, but her condition did not improve. At presentation to our hospital, she complained of mild dyspnea, but had no cough or sputum. She denied any significant past medical history. She had fever (39 C), tachycardia (120/min), tachypnea (22/min), and mild hypoxemia (SpO 2 91 % in room air). The skin and conjunctivae were icteric. Chest auscultation revealed coarse crackles in the lung regions bilaterally; the heart sounds were normal. On abdominal examination, a markedly enlarged liver with tenderness was palpable 5 cm below right costal margin.
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Laboratory tests revealed liver dysfunction (total bilirubin 6.2
(white blood cells 1.9 Â 10 3 cells/mL; neutrophils 1.7 Â 10 3 cells/ mL; hemoglobin 8.1 g/dL; platelets 3.2 Â 10 4 cells/mL) and elevated serum levels of C-reactive protein (14.7 mg/dL). Her blood sugar level was normal and the HIV test results were negative. A plain chest X-ray and chest and abdominal computed tomographic (CT) examinations revealed widespread, small nodules distributed in a random manner throughout both the lung fields, and massive hepatosplenomegaly (Fig. 1) . ZiehlNeelsen staining of gastric juice specimens obtained on the day of admission revealed the presence of acid-fast bacilli, which were identified as Mycobacterium tuberculosis by PCR, and a diagnosis of miliary tuberculosis was made. The patient was immediately started on therapy with isoniazid (150 mg), rifampin (450 mg), ethambutol (750 mg), pyrazinamide (1000 mg) and methylprednisolone (1000 mg), but died of hepatic failure on day 5 of admission.
The clinical manifestations of miliary tuberculosis are protean and non-specific [1] . The liver is often involved in patients with military tuberculosis, but hepatic involvement is rarely accompanied by clinical manifestations or fatal [2, 3] . We believe that the presenting symptoms in our patient, including upper abdominal pain, nausea and anorexia, were primarily due to the massive hepatosplenomegaly and hepatitis caused by tuberculosis infection. A postmortem examination was not performed in this patient. It is conceivable that the hepatic failure and hepatomegaly could have been due to liver toxicity from whatever antimicrobial she was given or some home remedy. The pancytopenia in our patient could have been attributed to multiple factors, including hypersplenism, tuberculosis involvement of the bone marrow and tuberculosis-associated hemophagocytic syndrome. Clinicians should be aware of an unusual presentations of miliary tuberculosis, including massive, potentially fatal, hepatic involvement, as in this case.
